Inflammatory fibroid polyp (known also as Vanek's tumor) is a type of localized, non-neoplastic inflammatory pseudotumor or inflammatory myofibroblastic tumor that occurs most commonly in the stomach but also in the small and large bowel. It is a documented cause of intussusception in adults. We report a case of a 40-year-old woman who presented with severe, postprandial abdominal pain followed by projectile vomiting over a period of three days. Ultrasonography demonstrated a solid and echogenic mass surrounded by the typical mural layers of an invaginated jejunum. She underwent urgent laparotomy and resection of an 18 cm tumor from the distal jejunum. The immunohistopathological diagnosis after segmental jejunal resection was a jejunal inflammatory fibroid polyp. Although inflammatory fibroid polyps are seen very rarely in adults, they are among the probable diagnoses that should be considered in obstructive tumors of the small bowel causing intussusceptions.
Introduction
1 Inflammatory fibroid polyp (IFP) is a rare, idiopathic pseudo-tumorous lesion of the gastrointestinal tract, first described by Vanek in 1949 as an eosinophilic submucosal granuloma (1) .They typically present in the 5 th to 7 th decade of life (2) . The underlying cause of inflammatory fibroid polyps (IFPs) is still unknown. Many have suggested etiologies possibly related to chemical, physical, or metabolic triggers (3) . When present, they are mostly found in the gastric antrum (70%) or in the ileum (20%); however, they are considered to be very rare in the duodenum and jejunum (2) .
Symptoms depend on the location of the lesion, including abdominal pain, vomiting, altered small bowel movements, GI bleeding and loss of weight. IFPs arising below the Treitz ligament can present with an acute abdomen (obstructive ileus) usually due to intussusceptions (4, 5) .
Here, we report an unusual case of jejenojejunal intussusception caused by an IFP, the diagnosis of which was confirmed by immunohistochemistry.
Case Report
A forty years old woman was admitted to the emergency unit suffering from progressive abdominal pain, nausea and vomiting for 3 days. She had no significant medical history or surgical intervention. For the past three days she had complaints of a dull postprandial cramping Abdominal ultrasonography prior to her admission revealed a mass in right lower quadrant with a pseudo-kidney pattern and suggested intussusceptions ( Figure 2 ). Surgical consult was requested and the patient was planned for urgent laparotomy with a diagnosis of small bowel obstruction. At the surgery a jejunal tumor causing jejunojejunal intussusceptions was found ( Figure 3 ). The intussuscepted segment was resected and end-toend anastomosis was carriedout. Post-surgical course was unremarkable and the patient was discharged after 7 days in a good condition. Postoperative macroscopic examination of the surgical specimen showed a firm 18×5×1cm mass, with foci of hemorrhage or grayish exudates and luminal surface that was composed of autolytic mucosa of thin nodularity and egg shaped mass. The lesion involved the entire thickness of the bowel wall with extensive ulceration of the overlying mucosa. Histopathological analysis showed an ulcerative lesion with variable cellularity, formed by spindle cells with small number of mitosis and an abundant inflammatory infiltrate comprising mainly with eosinophils ( Figure 2 ). Among the spindle cells blood vessels with thickened walls and vessel congestions at the sub mucosa and mucosa were observed (Figure 3) . The primary diagnoses were doubted between gastro-intestinal stromal tumor (GIST) and Vanek tumor. Immunohistochemical analysis was done on the specimen. The spindle cells were only positive for CD34. Histological hematoxylin-eosin (HE) stain sections revealed an inflammatory lymphoid polyp of the small bowel with active luminal surface ulcer which was covered with fibrino-purulent exudates. The postoperative course was uneventful and the patient was discharged after 7 days. Six months after the surgery the patient was in no distress; she had some symptoms of bloating and mild change in her bowel movement. A thorough evaluation including complete laboratory examinations, upper endoscopy, colonoscopy with distal ileal evaluation and small bowel series were normal.
Discussion
IFPs are one of the least common benign small bowel tumors. They fall under the classification of sub mucosal connective tissue tumors and were first described by Vanek (1). They usually are discovered in the 5 th to 7 th decade of life and can be found throughout the gastrointestinal (GI) tract but most commonly in the gastric antrum (70%) or ileum (20%), but rarely in the duodenum and jejunum (2) . The underlying cause of inflammatory fibroid polyps (IFPs) is still unknown. Many have suggested etiologies possibly related to chemical, physical, or metabolic triggers (3).
Histologically they arise from the sub mucosa and are characterized by vascular and fibroblast proliferation and an inflammatory response, dominated by eosinophils (3). Further immuneohistochemical analysis can demonstrate variable reactivity for actin, CD34, desmin, CD117 and S100 (3). Most IFPs are polypoid masses smaller than 5 cm, but occasional reports of larger sizes up to 20 cm have been reported (6) (7) (8) .In most patients, in whom IFPs are located in thes mall bowel, the clinical picture is characterized by symptoms and signs of obstructive ileus, usually due to the intussusception, and rapidly becomes a surgical emergency (5-9).
Patients with intussusceptions usually present with abdominal pain and nausea. Pre-operative diagnosis of intussusceptions is rare but can occur in finding a palpable mass on the abdomen or with the use of imaging techniques (10). The primary imaging modality of choice is ultrasound scanning, which enables the diagnosis or exclusion of intussusceptions with a sensitivity of 98 and 100%, respectively, a specificity of 88%, and a negative predictive value of 100% (11) . In some cases abdominal CT scan has also been used as the primary diagnostic tool (8) .
In the current case report, the patient presented with a dull, postprandial cramping abdominal pain. This case highlighted the importance of performing a thorough examination, even when patients present with unusual symptoms that are suspicious of functional pain. This case report demonstrates that intussusceptions, although rare in adults, should be considered in the differential diagnosis of abdominal pain. In this case, the preoperative clinical findings and ultrasonic images suggested invagination. The ultrasound images of the small bowel lumen showed a mass of 11 cm in diameter. Abdominal pain is the most common symptom, followed by vomiting and nausea (12) . About 1000 IFPs have been described thus far in the literature, of which 70% were gastric in origin. Other GI sites affected (in decreasing order of frequency) were small bowel (mainly the ileum) (23%), colon and rectum (4%), gallbladder (1 %), esophagus (1%), duodenum (1%), appendix (<1%) (13) . An astonishing feature of the current case was the huge size of the tumor and its silent growth for eventually a couple of years without having any clinical presentation, until three days before the clinical presentation as an incomplete intestinal obstruction.
Causes of intestinal obstruction in adult patients include adhesion bands, malignant tumors and hernia in descending order of appearance. Here we showed that in some cases benign tumors even at large sizes can be a cause for small intestinal obstruction and hence should be included in the pre-operative diagnostic list.
In conclusion, the recommended treatment of adult intestinal invagination is surgical resection of the intestinal segments involved; which was performed in our case and this was curative with no longstanding complication.
